Among the themes in concerning human resources in the health sector, major attention is being given to working conditions and health risks to workers, including, according to the 2006 World Health Report, violence in the workplace. Based on a study of the literature and official documents, this article seeks to show the problem's relevance and identify elements for creating international cooperation strategies on this theme. Studies show that aggression can affect more than 50% of workers.
to reduce workplace-related diseases and injuries.
This article aims to contribute to the discussion on how to confront violence in the workplace as a relevant issue for the professionals', health, as part of the health sector care human resources agenda and to tackle elements for strengthening strategies which include research networks, sharing experiences and intervention in the national, regional and international scope.
At first, a non-exhaustive review of the scientific production on violence in the workplace is presented, with emphasis on the health care sector since the 1980s, seeking to outline the problem and tackle its conditions and causes.
Then, some models developed to understand the issues are also presented. Finally, considerations on the opportunities to produce information and actions to confront the problem are discussed.
Violence in the workplace in the health sector
From the end of 1980s on, violence in the workplace became a relevant question for workers' health. Between 12 and 17% of the deaths ocurred in the workplace were homicides (JENKINS et al., 1992; TOSCANO & WINDAU, 1994; TOSCANO & WEBER, 1995; BRASIL/MTB, 1998; 2000) .
According to the workplace accident reports in the Campinas region, between 1979 and 1989, analyzed by Lucca and Mendes (1993) , homicides and injuries caused by other people were the third cause of death totalling 9.2% of the cases. Oliveira and Mendes (1997) observe that homicides were the main cause of deaths, accounting for 58% of the cases. Carneiro (2000) , analyzing incident reports recorded in São Paulo's north zone in 1998, confirms that homicides and armed robberies were the main cause of workplace-related deaths, representing 34% of the total.
Although violence may affect practically all productive sectors, specific patterns and degrees of seriousness can be detected. Toscano and Weber (1995) show that violence in the workplace differs in its fatal and non-fatal forms. The main victims of violent death in the workplace are men, workers in retail sales, urban transport, bars and restaurants and are related to robberies and theft. On the other hand, non-fatal violence affects primarily women, professionals in health care services and the aggressor is usually a patient.
In this last case, Toscano and Windal (1995) show that health care workers are among those most affected by aggression, with this sector accounting for approximately one quarter of all workplace violence. According to the National Crime Victimization Survey, among the health professionals, excluding those linked to mental health, nursing presented the highest average rate of victimization in the period from 1993 to 1998: 22/1000. Physicians, technicians and other professionals in the health sector presented, respectively, 16, 13 and 9 out of 1000 workers. Victimization rates for nurses and physicians were not significantly different, however, the former presented a rate 72% higher than that of technicians and twice as high as that of other health professionals.
The risk of violence for health care workers is significantly linked to contact with the public (LAVOIE et al., 1988; LIPSCOMB & LOVE, 1992) . According to Conn and Lion (1983) , patient aggression against workers occurs in differents locations: psychiatric units (41%); emergency rooms (18%); clinical units (13%); surgical units (8%), and even in pediatric units (7%). Ambulance, emergency and nursing staff are the most exposed to the risk of violence, amongst the health care workers (MCKAY, 1994 , apud NOLAN et al., 2001 .
According to Madden et al. (1976) , Lanza (1983) , and Poster and Ryan (1989) , between 46 and 100% of nurses, psychiatrists and therapists in mental health services experienced at least one aggression during their careers. Lavoie et al. (1988) , investigating 127 emergency departments in university hospitals, verified that 43% of these had at least one physical aggression against some member of the medical staff every month. Seven percent of violent acts in the five previous years had resulted in death.
The research performed jointly by the International Labor Organization (ILO), the World Health Organization (WHO), and Public Services International (PSI) (OIT et al., 2002) indicates that violence in health care services is a global phenomenon. In developing countries, where data used to be rare or nonexistent, more than half of the interviewees reported at least one incident of physical or psychological violence in the previous year. According to Leather (2001) , reviewing researches on this issue, although health care workers are exposed to all kinds of violence, several studies point out that up to 69% of the aggressions in the health care workplace are indeed linked to episodes involving patients. Generally, the following are considered characteristics of the patient prone to violent acts: prior record of aggressiveness, history of alcohol and drug abuse, mental disturbances, emotional instability, and socioeconomic problems. Krug et al. (2002) In the case of health sector, where episodes between workers and users are more frequent, the rules and the way the service functions, for example, may generate dissatisfaction, frustration and a feeling of injustice in users.
Thus the workers, become vulnerable to aggressive reactions (LEATHER, 2001) .
To Bulatao and VandenBos (1996) , the occurrence of such an episode is the result of a course of interactions situated within a context. As it is an interaction in a work situation, emphasis is given to its organization. Leather (2001) argues that this is a possible, but not necessary, result. Its occurrence points not only to the various levels of its causes, but also to a failure in the attempt to regulate the interaction, considering the interests and the possibilities of the affected parties. Curbow's model (2001; Figure 2 ), focuses on the interaction between the worker and the aggressor. This, for its turn, is represented as connected to multiple determination levels, with emphasis on the organizational level. The model is proposed for the health sector and represents the most frequently the type of interaction related to violence in this context, involving worker or user. However, the author highlights that it can also be applied to events involving colleagues. Galtung (1969) and refers to iniquities perpetuated in social structures that profoundly influence the practices of socialization, leading individuals to accept or inflict suffering according to the role that corresponds to them, in a "naturalized" manner. According to Souza (1997/1998) Finally, the model by Souza (1997/1998), highlights that no matter how it is approached, violence -with its causes, its manifestations and the possibilities for preventing and controlling it -is a historical and social phenomenon that, while it is almost universally present in the most diverse eras and societies, takes on in each of these characteristics that distinguish it and connect it to that time and place. Building this connection should include:
• identifying groups and actors involved in the theme of violence and violence in the workplace;
• disseminating experiences and knowledge about violence in the workplace;
• supporting the production of knowledge and information about the theme of violence in the workplace;
• stimulating the development of new initiatives and including the theme of violence in the workplace in actions for confronting social violence that already exists.
Violence is still a complex and difficult theme. The phenomenon's many forms, the theoretical and methodological limitations to gaining knowledge about it, its territorial variations and, in many cases, its naturalization, all contribute to this difficulty. Thus, the opportunity must be taken to strengthen actions for confronting violence. Strategies supported by projects already underway, using successful network mechanisms and establishing cooperation, as well as encouraging the tackling of violence in the health care workplace should strengthen the capillarity of actions and intensify their effects. 
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